INTRODUCTION
Fistulae between the hepatic artery and portal vein are an uncommon but potentially curable cause of portal hypertension. Shunting of hepatic arterial blood into the portal circulation most commonly occurs as a result of an acquired arterioportal fistula [1] . Congenital arterioportal fistulae are rare, with only a small number of case reports describing this entity in children [2] [3] [4] . We report here the sixth case of a congenital intrahepatic fistula between the hepatic artery and the portal vein in a child, and the first such case to be successfully treated by hemi [1] . There are a number of reports of such fistulae occurring as a result of percutaneous liver biopsy [1, 5] . Intrahepatic arterioportal fistulae were found in as many as five out of 65 consecutive cases of blunt hepatic trauma [6] , but most of these were small peripheral fistulae with low flow and closed spontaneously. In Tanaka's series only one case (a central fistula) persisted and required embolisation [6] . Erosion of splanchnic artery aneurysms into the portal circulation is another relatively common cause of fistulae [7] and many of these will occur in extrahepatic locations. Other causes of arterioportal fistulae are rare, and include liver turmours [8] , hepatic amyloidosis [9] [3] , and there has been only one subsequent case reported from Berlin [4] . The case reported here is also remarkable in that surgical treatment has been successful in eliminating the source of portal hypertension in the long term.
The presentation of hepatic arterioportal fistulae depends particularly on the flow through the shunt and thereby its haemodynamic consequences. Those with small shunts may present as incidental findings at surgery for other reasons, as a chance finding at post mortem examination, or they may be detected in asymptomatic patients when a bruit and thrill are noted over the liver. When there is a clinical presentation it is most commonly characterised by the development of ascites or haemorrhage from oesophageal varices, as a result of portal hypertension [3, [8] [9] [10] ]. An unusual manifestation of portal hypertension with which some of these fistulae have presented is mesenteric vascular congestion, resulting in symptoms of abdominal pain and diarrhoea [1, 11] .
It is of note that fistulae between the hepatic artery and portal vein tend not to produce heart failure. This is in marked contrast to systemic arteriovenous shunts, which are a well recognised cause of high output cardiac failure. Foley has artributed this difference to the presence of the hepatic sinusoids lying between the vascular lesion and the right heart, which impose a significant restriction on flow [12] . An alternative explanation is that fistulae between the hepatic artery and portal vein present earlier in their natural history due to the adverse effects of portal hypertension, even when the flow through the fistula is still relatively modest.
The rationale behind treatment of arterioportal fistulae is either to overcome existing portal hypertension or to prevent its development. It has been demonstrated that some small arterio-portal fistulae can regress spontaneously [12] . However, those shunts which are producing portal hypertension tend to persist and require treatment. The most direct form of treatment is formal suture ligation of the fistula itself: but this tends to be restricted to extrahepatic lesions. An alternative is to ligate the vessel or vessels feeding the fistula [2, 3] , although this has not always left the patient free from recurrence of portal hypertension as collateral vessel develop and allow the fistula to enlarge once more. A far less invasive approach has been transcatheter arterial embolisation of these arterioportal fistulae [3, 5, 6] which has been used successfully in some cases.
For those intrahepatic arterioportal fistulae confined to one hemi liver or segment of the liver, hepatic resection offers a more definitive form of treatment [10, 13] . Liver 
